Page 1 of 2 LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH Revised 7/28/10
CLINICAL INCIDENT (EVENT) NOTIFICATION (DMH Policy #202.18, , Attachment |,
You may complete this report on a computer or print, but do not e-mail this report.

1. CLIENT NAME: 2. BIRTHDATE: |3. SEX: [4.IS#: 5. EVENT DATE: |6.REPORT DATE: |7. SERVICE AREA

8. PROVIDER:# [9. MHSA/oTHER |10.PROVIDER NAME: ( INCLUDE ADDRESY11.EVENT LOCATION: |12.MD/PSYCHIATRIC MENTAL HEALTH
SPECIAL PROGRAM: [IF CONTRACT AGENCY)) NURSE PRACTITIONER (PMHNP):

13.DIAGNOSES: 14.LiST THE FREQUENCY AND DOSAGES OF ALL CURRENT MEDICATIONS::

THE RESPONSE TO ITEM 15. BELOW IS TO DETERMINE IF THE MEDICATION REGIMEN IN 14 ABOVE iS WITHIN DMH PARAMETERS FOR THE PRESCRIBING
of PYCHOACTIVE MEDICATIONS, HTTP://DMH.LACOUNTY.GOV/TOOLS FOR _CLINICIANS, CLINICAL GUIDELINES/CLINICAL PRACTICE/PRACTICE

PARAMETERS THE RESPONSE MUST BE DETERMINED BY THE PRESCRIBER/ FURNISHER //SUPERVISING PSYCHIATRIST, OR MANAGER/DESIGNEE.)
NOTE: AN “N” RESPONSE REQUIRES THE COMPLETION OF ITEM 22. ON PAGE 2.

15. Is the regimen in item 14. within DMH Parameters?[_] Y [] N. If N, indicate the reason by checking applicable boxes A-D. The
regimen includes:

[J A. Two or more atypical [] B. Two or more new generation [J C. A benzodiazepine in a client with a
antipsychotics antidepressants co-occurring substance use disorder.

[] D. Other: Please specify:

16. Clinical Incident Type: (Check): *ASTERISKED NUMBERS REQUIRE SUBMISSION OF PG. 2 WITHIN 30 DAYS OF THE REPORT DATE.

[J 1. DEATH-OTHER THAN [J *4 Suicipe ATTEMPT REQUIRING EMERGENCY [ *7. Homicioe By CLIENT
SusPECTED/ KNOWN MEDICAL MEDICAL TREATMENT (EMT) [] *8 MEepIcATION ERROR/ ADVERSE
CAUSE [ *5. CLIENT INJURED SELF (NOT SUICIDE ATTEMPT) MEDICATION EVENT

[J 2. DEATH- SUSPECTED/KNOWN OR WAS INJURED BY ANOTHER CLIENT [J *9 SusPecTED CLIENT ABUSE BY
MEDICAL CAUSE REQUIRING EMT STAFF

[] *3. DEATH- SUSPECTED/KNOWN [J *6. CLIENT INJURED ANOTHER REQUIRING EMT [J *10 PossiBILITY/ THREAT OF LEGAL
SuICIDE ACTION

17. Description of the Incident: Include important facts. If needed, use an additional sheet(s) that includes a statement of
confidentiality i.e., the last sentence at the bottom of this page. Attach newspaper articles.

18. Reporting staff: 19. Phone: 20. Manager’s Signature: 21. Phone:

SEND PG. 1 TO RODERICK SHANER, MD, LAC DMH MEDICAL DIRECTOR, 550 S. VERMONT AVE., 12TH FL., LOS ANGELES, CA 90020 WITHIN 1 BUSINESS DAY
FOR DIRECTLY-OPERATED PROGRAMS AND 2 BUSINESS DAYS FOR CONTRACT AGENCIES. KEEP ONLY 1 COPY. DO NOT FILE OR REFERENCE THE REPORT OR
COMMUNICATION WITH THE CLINICAL RISK MANAGER IN THE CLINICAL RECORD. SEND THE MANAGER'S REPORT OF CLINICAL REVIEW (PG. 2) WITHIN 30 DAYS TO
THE CLINICAL RISK MANAGER FOR ASTERISKED (*) CATEGORIES 3-10 ABOVE AND FOR A “N” RESPONSE TO ITEM 15. CONTACT MARY ANN O’'DONNELL, RN,
MN, CLINICAL RISK MANAGER FOR QUESTIONS. PHONE: 213637-4588.THIS INFORMATION IS PRIVILEGED AND CONFIDENTIAL UNDER EVIDENCE CODE
SECTION 1157.6 AND GOVERNMENT CODE 6254 [C.]




Page 2 of 2 LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH REvISED 7/28/10
CLINICAL INCIDENT (EVENT) NOTIFICATION MANAGERIAL REVIEW
YOU MAY COMPLETE THIS REPORT ON A COMPUTER OR PRINT IT BUT DO NOT E-MAIL THIS REPORT.

SUBMIT THIS PAGE WITHIN 30 DAYS OF THE CLINICAL INCIDENT AFTER COMPLETING A CLINICAL REVIEW FOR INCIDENTS IN ASTERISKED
CATEGORIES 3-10 ON PG. 1. OR FOR A “N” RESPONSE TO ITEM 15. TO: MARY ANN O’DONNELL, LAC DMH CLINICAL RISK MGR., 550 S.
VERMONT AVE., 12™ FL. Los ANGELES, CA 90020. PH.:213-637-4588.

Client Name: Is#: Manager’s Signature: Date:

22. IFITEM 15. ON PG. 11S“N,” DID THE CLINICAL RECORD CONTAIN:
1Y [CIN  A. THE RISKS/BENEFITS FOR THE USE OF THE MEDICATION(S)? AND (IF APPLICABLE)
1Y [CIN B DOCUMENTATION OF A CONSULTATION WITH THE FURNISHING SUPERVISOR |F THE MEDICATIONS WERE FURNISHED BY A
PMHNP?
IF EITHER A. OR B. ARE “N”, PLEASE COMPLETE C. AND D. BELOW.

[] C.THE MANAGER, SUPERVISING PSYCHIATRIST OR FURNISHING SUPERVISOR HAS 1 D. THE MD/PMHNP HAS ACKNOWLEDGED THE
INFORMED THE MD/ PMHNP OF THE REQUIRED DOCUMENTATION AS STATED IN REQUIREMENT AND HAS AGREED TO COMPLY
THE DMH GUIDELINES FOR THE USE OF THE PARAMETERS, ITEM #. 5. WITH THE REQUIREMENT IN THE FUTURE.
23. WAS THE INCIDENT IN ITEM 16. A SUSPECTED SUICIDE OR A SUICIDE ATTEMPT REQUIRING EMERGENCY MEDICAL TREATMENT (EMT)?
YN IFY, EnNTER

IA. DATE OF LAST SERVICE PROVIDED: B. TYPE OF LAST SERVICE PROVIDED:

C. LIST DATE(S) AND NATURE OF PRIOR ATTEMPT(S) REQUIRING EMERGENCY MEDICAL TREATMENT:

D. ANY OTHER RELEVANT FACTORS:

24. |F SUBSTANCE ABUSE (SA) WAS A FACTOR IN ITEM 16., WAS THE CLIENT RECEIVING CG- OCCURRING SA TREATMENT? [JY [N
IF N, PLEASE EXPLAIN.

25. LIST ANY PRE-DISPOSING FACTOR(S) OR ROOT CAUSE(S) THAT MAY BE RELEVANT IN THIS TYPE OF EVENT, E.G. INCLUDE, IF
RELEVANT, FACTORS IN THE TRANSFER OF CARE BETWEEN PROVIDERS, E.G., MEDICATIONS SUPPLIED FOR TRANSITION TO THE
RECEIVING PROVIDER:

26. LIST ANY RECOMMENDATIONS FOR OPERATIONAL CHANGES OR MANAGERIAL ACTIONS IN YOUR CLINIC/AGENCY THAT MAY LESSEN THE
IMPACT OR LIKELIHOOD OF THIS TYPE OF EVENT OCCURRING IN THE FUTURE!

27. LIST ANY CURRENT OR NEW SYSTEMS, PARAMETERS, POLICIES & PROCEDURES OR TRAININGS IN YOUR AGENCY OR THROUGH
DMH, THAT MAY HELP YOUR STAFF DEAL MORE EFFECTIVELY WITH THE CLINICAL OR OTHER ISSUES INHERENT IN THIS TYPE OF
EVENT!:

KEEP ONLY 1 COPY. DO NOT FILE/REFERENCE THE REPORT OR COMMUNICATION WITH THE CLINICAL RISK MANAGER IN THE CLINICAL RECORD.
THIS INFORMATION IS PRIVILEGED AND CONFIDENTIAL UNDER EVIDENCE CODE SECTION 1197 AND GOV'T CODE 6254 [C.]
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